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Implications for practice and research {#s1}
======================================

-   The process of medication reconciliation could be a strategy to reduce the risk of potentially inappropriate prescribing among older primary care patients.

-   There exists a significant association between hospital admission and potentially inappropriate prescribing, but further research regarding medication management across all involved healthcare professions is needed.

Context {#s2}
=======

A crucial approach of the WHO's third global patient safety challenge is to identify potentially inappropriate prescribing, associated with adverse drug events, hospital admissions and reduced quality of life.[@R1] The omission of beneficial drugs, the use of drugs with a drug--drug interaction, the use of incorrect drug dosages and/or prescribing durations and the prescribing of drugs primarily associated with risks are recognised potentially inappropriate prescribing methods. The prevalence rate of potentially inappropriate prescribing detected via the Screening Tool for Older Persons' Prescription (STOPP) criteria varies between European countries and is up to 51%. This is congruent with the present study, but the problem is recognised globally.[@R2]

Methods {#s3}
=======

The purpose of the study[@R3] was to determine the annual prevalence of potentially inappropriate prescribing in older Irish people and to demonstrate an association with hospital admission by using 45 criteria of STOPP version 2. The longitudinal study used retrospective data from the accredited patient management system Socrates between 2012 and 2015. A total of 38 229 patients from 44 general practices were included in the 4-year study period. Statistical analyses regarding the annual prevalence of potentially inappropriate prescribing (eg, SD, IQR, absolute and relative frequencies), the association between potentially inappropriate prescribing and hospital admission (eg, Prentice, Williams and Peterson model, OR/HR and 95% CI), potentially inappropriate prescribing before and after admission to hospital (eg, paired sample tests) as well as sensitivity analyses were applied. P value \<0.05 was defined as statistically significant.

Findings {#s4}
========

The mean age of the participants in 2012 was 76.8 (±8.2) years and 57% were female. In 2012, a total of 45.3% (13940/30753) of patients received one, to more than three, inappropriate prescriptions; in 2015, the given prevalence was 50.97% (14 823/29 077). Up to 15% (n=4537) of patients had at least one hospital admission and their risk of having any potentially inappropriate prescription increased significantly after admission (p\<0.05; OR 1.72; CI 1.63 to 1.84). Overall, the analyses showed a significant association between hospital admission and potentially inappropriate prescribing.

Commentary {#s5}
==========

This study focused on the association between hospital admission and potentially inappropriate prescribing among older Irish people. This study further outlined whether inadequate prescribing is more probable after hospital admission compared with before. The authors conducted and reported a very well-designed investigation by using the Strengthening the Reporting of Observational studies in Epidemiology (STROBE) statement as suggested by the equator network ([www.equator-network.org](www.equator-network.org)). This checklist includes 22 items and was developed to support scientists in reporting observational studies transparently. Furthermore, the sample size was large and the researchers used the latest version of the STOPP criteria to evaluate inappropriate prescribing, whereby merely 45 (56%) of the 80 criteria, which this tool normally includes, were used.[@R3] In addition, the use of STOPP criteria, which were developed by a panel of expert prescribers, is suggested for older primary care patients and is described as a validated screening tool to detect potentially inappropriate prescribing in older people.[@R2]

Inappropriate prescribing of medications is a common problem at care transition and associated with adverse drug events.[@R4] Therefore, the process of medication reconciliation could be a strategy to reduce adverse events. The objective of this process is to create the most accurate list of medications (including herbals, vitamins, nutritional supplements, over-the-counter drugs, etc) a patient is taking. Therefore, five steps are suggested: First, compile a list of the patient's medication before hospital admission; then list currently needed medication (in hospital) and compare them in step three with the list of medications taken by the patient; after that generate a new list of medications based on the comparison. Step five is to share and discuss the updated list with the patient and/or to the caregivers.[@R5] An updated review of medications presents evidence for medication reconciliation/review in primary care to reduce medication discrepancies at care transition whereby pharmacists, nurses and primary care physicians should collaborate.[@R6]
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